Background: When transfer in labour takes place from a birth centre to a tertiary
Introduction

Summary of relevance Problem
Intrapartum transfer from midwife-led to obstetrician care is relatively common but there is little knowledge regarding the impact on women, their partners and midwives.
What is Already Known
Intrapartum transfer causes disappointment, trauma and stress for each individual party involved.
What this Paper Adds
There is no published literature comparing the experiences of the three involved parties. This paper makes comparisons between the three and offers insight into what each one is experiencing, how their journeys compare and how this knowledge can improve care.
The birth of a baby is a pivotal day in a woman's life with women stating they remember the highs and lows, the exhaustion, the despair and the exhilaration. 1 The overall experience changes if her birth plan is not realised due to problems occurring during labour. [2] [3] [4] Women who plan to birth in a low risk centre but are required to transfer to a tertiary referral unit experience a range of emotions including concern, fear and disappointment. 5, 6 However, the woman's recollection and memory of this event is one perspective. Within the birthing room there are usually at least three people; the woman, her life partner and the midwife; the birth triad. Each of these participants approaches the birth journey independently and lives the experience in a different way. They are influenced by a variety of factors such as hormones, expectations, hopes, policies and legal requirements. [7] [8] [9] [10] The three perspectives mean that the birth journey is viewed through lenses with individualised foci, however, because each participant is so immersed in their own journey they may have limited insight into the experiences of others.
The findings of this paper are part of a larger qualitative study in which the overall experiences of women, partners and midwives were independently examined when transfer took place in labour from a low risk birth centre to a tertiary obstetric unit. 7, 10, 11 . The purpose of this unique paper is to explore the integration of the lived experiences of an intrapartum transfer within the labour journey for the birth triad (the woman, her partner and the midwife).
Literature review
Childbirth choices for women in Western Australia are divided into private or public care, within a variety of options. Women can birth in a private hospital with care being provided by a private obstetrician or a public hospital under a public hospital consultant, with care provided by the medical and midwifery team. Alternatively, women can select a birth centre or home birth with care provided by a midwife, either through a government funded program or independent practice together with medical collaboration as necessary. Of the 33,393 women who gave birth in 2012 in Western Australia, 324 (1%) were in a birth centre. 12 Couples who plan for birth centre care often do so in order to have some degree of choice and control around labour and birth decisions. 13 However labour does not always progress according to plan and women and partners can be confronted by the unexpected when intrapartum transfer becomes necessary. 2-5,10,14. When transfer in labour from a low risk area, such as home or birth centre, to a referral centre occurs it has been identified that women experience a feeling of failure and
disappointment. An English qualitative study 5 , confirmed that these overwhelming emotions were experienced by 12 women. Another mixed methods Swedish study 14 concluded that women who were transferred described negative birth experiences. Feelings of negativity were also confirmed in two further English studies which discovered a perceived loss of choice, continuity and control, contributing to feelings of anger, resentment and not belonging. 2, 3 The woman's partner, the second member of the triad, who generally aims to offer support in order to help achieve the labour that was planned for, is also affected by the labour experience. [15] [16] [17] Partners of women choosing to birth in a birth centre have been acknowledged as feeling more involved in the care 18 however, this increased involvement may contribute to the range of emotions that have been described when the anticipated path of labour changes. 10 Partners are known to feel sidelined and excluded when transfer takes place but believe that they could play an important and beneficial role because of their inside knowledge of the woman. 10 In the antenatal period the midwife informs and educates the couple to enable planning for their desired birth. When intrapartum transfer occurs, the midwife, the third member of the triad, has to react in a timely fashion 19 whilst reassuring the parents and facilitating the transfer which can, according to recent American and English qualitative studies, cause stress 20 and fear. 21 The English study which used phenomenological methodology, analysed interviews of 10 midwives who were involved in a home to hospital transfer situation and discovered five main themes; the decision to transfer; the importance of supporting the parents; the significance of collaborative working; the ongoing organisational challenges; and the need for a reliable ambulance service. 20 The American qualitative study, which also focused on the home to hospital experience, found the transferring midwives described three themes; a perceived lack of holistic care by the receiving staff, the bias of physicians and in the third theme the midwives wanted physicians to have insight into the poor national obstetric outcomes rather than being focused on the small number of homebirth transfers. 21 An Australian qualitative study recently demonstrated that when the midwife arrives with the transferring couple at the tertiary referral centre there are feelings of role confusion and unfamiliarity. 7 Findings from these studies suggest that the midwife relies on confidence and expertise when making the decision to transfer and that this decision may result in fear and anxiety. The need for openness and honesty with parents and collaboration with other health care professionals was discussed, with a focus on communication, teamwork and support. 7, 20, 21 Although three separate pathways have been considered independently, there is currently no literature describing the integration of the interwoven journey of the three main participants when transfer in labour takes place from a birth centre to a tertiary obstetric hospital.
Participants and Methods
The study was conducted at a birth centre in Western Australia, on the grounds of a tertiary obstetric hospital, which provided woman-centred, midwifery-led care for low risk women. The outcomes in the birth centre reflected existing evidence whereby women have lower rates of intervention, operative birth and pharmacological analgesia. [22] [23] [24] The purpose of this paper is to describe the integration of the 'lived' experiences of an intrapartum transfer within the labour journey for the women, their partners and accompanying midwives and Giorgi's descriptive phenomenological philosophy was the chosen method used. As the first author was a birth centre midwife, experienced in intrapartum transfer, it was decided follow Giorgi's philosophy 26 and use reflexive bracketing to identify preconceived ideas and assumptions prior to collecting data to reduce bias. Reflexive bracketing facilitates reflection to reveal personal values and background. 27 In addition, the first author was an employed peer of the midwives recruited to the study.
Recruitment occurred from mid-July to mid-October 2013 using purposive sampling, 26 with participants recruited in the birth centre or hospital postnatal ward. If the woman was discharged prior to recruitment, the woman and partner was contacted by telephone within four weeks post birth. The midwife was contacted and interviewed as soon after the birth as possible and clinical records were made available to prompt reflection of the journey with that particular couple. An information letter was provided and consent forms signed prior to conducting interviews. Demographic information such as name, contact details, age, educational level, reason for transfer and type of birth was collected from the partner and woman's medical record and midwife details such as length of midwifery experience were gathered.
All interviews apart from two (partners) were face-to-face interviews in order to truly understand the narrative of their experiences. 28 The interviews were conducted privately, in the participants' home or, for the midwives, in the birth centre. Triad members were interviewed individually, in order to minimise the influence of the other two members and to enable capturing of each participants' authentic journey. All interviews took place within 8
weeks of the birth, forty-one within 4 weeks, in order to aid recall but at the same time also allowing participants time to reflect on the experience.
The interviews followed a story-telling style beginning with a broad opening question asking for a description of the whole journey, followed by open ended prompts to encourage the participants to describe their feelings during each phase of the overall experience. The interviews were audio taped and transcribed verbatim. Each interview was listened to three further times and checked against the transcription to ensure accuracy. One interview lasted 15 minutes but all others were 25 to 65 minutes. A reflexive diary was completed after each interview to describe any notable observations, including comments made after the recorder was switched off.
Analysis involved the use of NVivo 10 to manage the data and employed Giorgi's descriptive phenomenological method of analysis. 29 Giorgi's method was chosen because it focuses on descriptions of experiences and suggests consideration be given to the same phenomenon as it manifests to each individual. 30 Each group of transcriptions were separated into NVivo nodes which formed a recognisable aspect of the individual's experience.
Comparison was then made between the three node groups and it became obvious that there was an integration of themes of the three parties demonstrating some similarities of experiences. Some themes were shared by two of the parties and there were individual themes indicating singular experiences. The themes were then mapped out in a triad triangle ( Figure   1 ) representing similarities and differences and linked to direct quotes in order to demonstrate the richness of stories.
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To reduce bias and enhance confirmability, 28 comparisons of the three node groups was also independently performed by the three other members of the research team.
Similarities were found by all team members although negotiation and refinement occurred to confirm findings accurately reflected the integration of experiences. The team were female, clinical or academic midwives.
Findings
Data collection was in the form of interviews with a total of 45 individual interviews took place, making a total of 15 triads (women, partners and midwives) which, according to Giorgi forms sufficiency of data 31 . It was considered that sufficiency was reached when the narratives appeared to have revealed full and comprehensive interpretations of events with as much variation as possible and also beginnings of repetition were being heard. Eleven 
Integration of the journeys of the woman, partner and midwife
Asking about the whole labour and birth journey allowed each participant to describe their own individual pathway giving rise to different views or perceptions of the same experience. Analysis took place as described above by comparing the 3 node groups from 3 sets of qualitative data against each other, revealing integration of similar experiences. 
The same journey through three different lenses
For each triad member, intrapartum transfer within the labour experience was an eventful and emotional journey, with each seeing it from their unique perspective. The women's perception was influenced by feeling exhausted and in pain whereas the partners' view came out of a sense of protectiveness, being out of their comfort zone but sometimes unable to be realistic in their expectations. The midwives' view was influenced by their satisfaction in providing care based on experience and intuition but involving periods of stress when considering whether they were making the right decision at the right time. For example, contrasting emotions and perceptions were felt by each member of Triad 2, each focused in on their own inner turmoil. The midwife felt stressed at the responsibility of everything that needed to be organised for the transfer:
I feel like a pressure cooker. I feel like I'm going to explode with all the conflicting worries. Worried about making the right decision, worried about getting over there without too much delay, worried about not being efficient enough when you get over there (M2).
The partner's inner emotion was frustration at not being given more time to try to allow for further progress: I was reluctant (to transfer) really, maybe we should think about another strategy, I was thinking we should keep going (P2). In contrast the woman had
reached her limit and felt relieved at the thought of transfer: I was quite open to some kind of assistance at that point. I was really tired and didn't know what was going on and I was like, if I'm pushing but nothing is happening, what does that mean (W2)?
Integrated themes between two parties
As well as the integrated themes between all members of the triad there were overarching themes made up of shared experiences between the other member pairs: the woman and partner, the woman and midwife and the partner and midwife.
Integration of woman and midwife
The emerging subtheme from both the women and midwives' perspective was an appreciation of the continuity of care model.
Gratitude for continuity of care model
Midwives appreciated knowing the women and having the opportunity to see them through the birth journey. Equally women were grateful to be cared for by someone who 
Integration of partner and midwife
The subthemes shared by the partner and midwife were 'Struggling to adapt to a changing model of care' and feelings of 'Inside knowledge not appreciated'.
Struggling to adapt to a changing care model
The two 'onlooking' triad members, the partner and midwife, shared how they found it difficult to adapt from one model of care and environment to another. 
Inside knowledge not appreciated
The second subtheme shared between midwives and partners was: Inside knowledge not appreciated. Some partners had a sense of being able to read their women better than anyone else and this extended to knowing when the woman had reached her limit of 
Integration of woman and partner
The subthemes shared by women and their partners were that they were 'Grateful to return to the familiar environment' of the birth centre after the birth and secondly the importance of reflecting on their 'Lost birth dream'.
Grateful to return to the familiar environment
After the birth most couples were able to return to the birth centre which enabled them to close the loop. Returning felt like going home to familiar territory where they were at ease; 
Lost birth dream
The birth dream of couples anticipating a birth centre birth is often one with soft lights, familiar environment and known carers. 32, 33 The investment into preparation for this birth meant that for many transfer was an eventuality they had not prepared for which caused anguish, as P12 described: I was, yeah concerned because now we're heading to the hospital which was not like the birth centre, all natural, suddenly you're getting wheeled into the hospital where it all very clinical. The decision to choose a birth centre birth was based on using water for labour and birth so when this was denied, there was disappointment : Because
I'd always wanted a waterbirth, that's why I went with the birthing centre and so… was disappointed about missing out on the birth I wanted (W15). This was also independently
confirmed by her partner (P15) who remembered the moment the decision was made: It was disappointing because I knew at that point that was the waterbirth out the window.
Discussion
Our findings suggest that when intrapartum transfer occurred from a birth centre to a tertiary obstetric unit there were commonalities and differences in the labour and birth journey for the woman, her partner and accompanying midwife. The normal path of labour was disturbed which impacted them all, but in different ways. It has been suggested that disturbances during labour and birth can change birth moods and cause tension 34 and in this WA study the disturbance was in the form of moving from a familiar to an unfamiliar medicalised environment which a concealed constitutive mood at birth can be seen. The view of events was seen through three distinct lenses, with the women's view being through the haze of labour hormones, immersed in a timeless zone, focused on reaching the ultimate end to her journey. In contrast the partners were in a state of raised anxiety, on high alert and felt sometimes excluded and sidelined. The midwives were juggling responsibility, timely Maternity care providers need to be aware of the perspectives of the woman and the partner, in order to customise care that reflects and addresses their needs across the labour journey. Intrapartum transfer is known to be a stressful and busy time for midwives 7 and necessitate a "mind shift" 19 but there is a need to streamline the procedures in order to be able to focus on the couple's needs. The partner is very anxious at this time 10 and the woman usually exhausted and in pain 35, 36 therefore it is essential that both are given explanations and reassurance to acknowledge the emotions of the transfer process. 10 The other subtheme which shared commonalities between all members of the triad demonstrated that an opportunity to debrief or talk after the birth about what happened was considered important. Because of increasing time demands, finding quality time to talk about what unfolded is not always factored into postnatal care 37 but it is universally accepted that women benefit from the opportunity to talk through the events of their labour. 38 37 Increasing evidence also suggests that partners value the opportunity to revisit events as well, to clarify them in their mind and be given the opportunity to discuss the journey. 10 This Western
Australian study also revealed that midwives welcome the chance to be able to learn from their labour management and enhance reflective practice by talking through experiences with colleagues shortly after the birth. 7 The subtheme for women and midwives, 'Gratitude for continuity of care model' is confirmation of the published literature that continuity is beneficial for both the woman and midwife. 39 Our findings confirm how a group of midwives with the same philosophy were able to provide a high quality service from the woman's perspective, even if she had not met the particular midwife before her labour started.
The partner and midwife gave different perspectives within two subthemes, 'Struggling to adapt to a changing care model' and 'Inside knowledge not taken advantage of'. The first subtheme reveals an anxiety associated with moving to a model of care at odds with the philosophy of the birth centre. The main issue was reduced choices for the couples which was also concerning for the midwives. There was despondency from some partners when they felt more excluded from the labour they had planned and prepared for. Although in emergency situations options such as cutting the cord may not be accommodated, in many cases in this study reasons for reducing choices were not always explained, leaving the partner feeling excluded with diminished control and participation. It is recognised that women report higher levels of satisfaction when they are involved in their care, 40 presumably the same may be true for partners. Having choices removed and not being as involved as intended had a negative impact on these Western Australian partners.
Both the partner and midwife felt the information, history and knowledge they had of the woman was not acknowledged during the transfer experience. The partner felt his ability to interpret the behaviours of the woman he knew best could be useful in helping maternity carers gain better understanding of her needs at different points in labour, which could be used to make timely decisions. It is recommended that receiving staff respect and acknowledge the partner's role in the birth journey. In an American study it was demonstrated that transferring midwives are frequently dismissed by receiving staff rather than being asked questions about the woman's history. 21 Our Western Australian findings confirmed that the transferring midwife often feels she is a valuable resource in terms of knowledge but this is not appreciated by the tertiary obstetric unit staff. A clinical handover tool, ISOBAR 41 gives guidance to ensure that pertinent information is relayed as comprehensively, yet concisely as possible by following the acronym: Identify, Situation, Observations, Background, Agreed
Plan, Read back. The Background section could be expanded upon to capture this information and provide a full picture of the transferring woman.
The shared experiences of the woman and partner included 'Grateful to return to familiar environment' and 'Lost birth dream'. The lost birth dream was expressed by disappointment at not achieving the non-intervention labour and birth in a birth centre setting that they had hoped for. A continuity of care model could help in this situation, as demonstrated previously, particularly in adverse situations, such as intrapartum transfer.
42,43
The second subtheme, 'Grateful to return to familiar environment' reflected the benefit to couples of being able to return to the birth centre again after the birth. Being able to return to this comfortable familiar place could be another way to mitigate the negative impact of the lost birth dream. The offer of going straight home from the tertiary obstetric unit labour ward (if all is within normal limits) is another way to achieve the positive benefit of new parents' appreciation of being able to spend time as a new family 44 with the opportunity to debrief being offered by the midwife during a postpartum home visit.
The perceptions of this sample of birth centre consumers and midwives may not reflect those in different cultural and geographic locations and must be considered as a limitation. However rich descriptions of participants, methods and findings have been provided to assist the reader to determine the transferability of findings to other contexts.
Conclusion
When intrapartum transfer takes place from a low risk birth centre to a tertiary obstetric unit the experience is shared by three parties who see the journey through their own lenses. Each is absorbed in their own world, with the woman 'in the zone', the partner in a heightened sense of awareness and the midwife responsible for ensuring a safe outcome. 
